In this prospective study patients with small traumatic hyphaemas were managed as ambulatory outpatients. No routine systemic or topical treatment was given. The patients were reviewed daily in the Casualty Department until the blood had cleared, after which they were exam ined fully. The incidence of rebleeding and the number of days for the blood to clear were comparable to figures for hospitalised bed-bound patients. Nine patients (21 %) defaulted from follow-up. Outpatient management of small traumatic hyphaemas is safe in compliant patients and may save valuable resources.
and may save valuable resources.
There is no consensus on the management of patients sus taining traumatic hyphaemas occupying less than one third of the depth of the anterior chamber. These small hyphaemas rarely lead 'to complications in predominantly Caucasian populations.1,2 The rebleeding rate of small hyphaemas in Caucasians is less than 1O%?-4 Complica tions due to raised intraocular pressure (lOP) such as optic nerve damage and corneal blood staining are rare in this group. 1 A poor visual outcome for hyphaema patients is usually associated with a large hyphaema or with con current retinal injuries. 5, 6 Tr eatment aims are to allow the blood to clear, to pre vent rebleeding, to manage raised lOP and to identify any sight-threatening associated lesions. There is conflicting evidence as to whether bed rest prevents rebleeding in small hyphaemas. Many units in the United Kingdom rou tinely admit all hyphaema patients. We present a Casualty based, prospective study on the management of patients with small traumatic hyphaemas as ambulatory outpatients.
MATERIALS AND METHODS
Consecutive patients were recruited into the study directly from the Casualty Department, provided they fulfilled the (3) willing and able to attend Casualty for daily follow-up; (4) sickle cell negative.
All patients (or their parents) gave informed consent.
No routine topical or systemic treatment was given.
Patients were instructed to rest at home and to avoid exer tion, eye-rubbing and aspirin. They were requested to come to Casualty immediately if they suffered either increased pain or decreased vision.
Associated injuries such as corneal abrasions were treated on their merits. Raised lOP above 30 mmHg was treated with beta-blockers in the first instance and systemic acetazolamide if necessary.
Patients were reviewed daily until the blood had cleared. All patients were then examined by gonioscopy and, after dilation, with indirect ophthalmoscopy. Four teen days after presentation dilated fundoscopy with indentation was performed.
RESULTS
A total of 43 consecutive patients were recruited, of whom 36 (83.7%) were male and 7 (16%) female. The age range was 10-64 years with a mean of 28.7 years (SD 12. 1). Forty-two of the patients were Caucasian, 1 was Asian. There were 24 (56%) grade 0 hyphaemas and 19 (44%) grade 1.
The average time to clear for grade 0 hyphaemas was 1.8 days (SD 2.7) and for grade 1 was 5. 1 days (SD 2.4).
The mean number of attendances at Casualty per patient was 4.3 (SD 1.9). The complications observed in these patients are shown in Table I . The overall rebleeding rate was 6.9%. Angle recession was seen in 49% of patients but in no case was greater than 90°. Nine patients (20.9%) defaulted from follow-up prior to discharge. In no patients were there any significant retinal lesions requiring treatment; we therefore cannot comment on whether outpatient management would have caused any delay in diagnosis. This is important as retinal lesions are associated with a poor visual outcome6 and require prompt treatment. However, our protocol involving daily examin ation allowed the retina to be examined as soon as the
